Injuries Around the Shoulder [Abstracts] Mr Lipmann Kessel (Charing Cross Group ofHospitals, London)
Early Diagnosis of Ruptures ofthe Rotator Cuff of the Shoulder Joint One of the factors which determines the quality of the result of operation to repair a rupture of the rotator cuff of the shoulder is the time which elapses between injury and diagnosis. Early diagnosis is therefore important, and it is possible to make a precise diagnosis in a high proportion of patients if appropriate steps are taken to do so in the days immediately following injury.
Three characteristic clinical signs may be elicited: (1) Loss of active abduction of the shoulder-joint beyond the first 30 degrees. (2) Full passive abduction. (3) A typical reversal of the normal rhythm of active abduction. On attempted abduction the patient hunches his shoulder (Fig 1) due to rotation of the scapula without the normal accompaniment of synchronous abduction at the glenohumeral joint.
In a patient suspected of such an injury, local aneesthetic is injected into the subacromial tissues at the common site of tendon rupture, and in some patients the abolition of pain will permit normal active shoulder abduction. (Fig 1) . The control of this type of posterior dislocation is very difficult. The McLaughlin procedure has been found ineffective as has posterior plication of capsule and infraspinatus -a reversed Putti Platt procedure (Osmond-Clarke 1948) . Success has only been achieved with a very generous posterior graft (Fig 2) fixed to the infraspinatus fossa with capsule intervening between the humeral head and the graft. Surprisingly enough, no limitation of shoulder movement has resulted and this operation has been completely successful in 2 cases of this rather rare but very intractable type of posterior dislocation. Occasionally one is confronted with an X-ray of a shoulder-joint in an active person with a fracture-dislocation of such gross comminution and deformity that one wonders what is the best thing to do (Fig 1) . This is a rare injury and during the last five years I have treated 7 patients by open reduction and internal fixation. The fixation was achieved in 2 patients by insertion of a Rush nail and acrylic cement (Fig 2) , and in the remaining 5 patients with staples (Fig 3) .
There is often considerable difficulty in interpreting the X-rays and deciding on the degree of comminution as well as the position of the fractured fragments and humeral head. To overcome this I have devised a method of tracing the X-rays on to plain paper and then colouring the humeral head and shaft of the humerus in two different colours. The usual pattern is of a humeral head that is either partially or totally dislocated out of the glenoid fossa as well as a comminuted fracture of the surgical neck of the humerus and greater tuberosity. There is sometimes a segmental fracture of the humeral head and in 3 patients the segments were loose. When the loose fragments were less than one-third of the head they were removed, but in 1 patient the whole head was reinserted as an autograft after gouging out the cancellous bone. The humeral head is sometimes rotated through 180 
